Introduction: The Government of Nepal introduced a health insurance programme in three districts in 2016. However, it seems that there has not been systematic evidence on whether the current contribution amount (CCA) needed for enrolling in health insurance (HI), is acceptable for those who are willing to enroll. This article aims to assess the respondents' willingness to pay (WTP) for HI.
Introduction
The protection and promotion of health is essential for people not only for welfare but also for a sustainable socio-economic development (World Health Organization, 2010) . Inequality caused by health financing in lower-middle income countries (LMIC) depends on out-of-pocket expenditure during receiving health services (Lofgren, Thanh, Chuc, Emmelin, & Lindholm, 2008 ). An economic survey of Nepal shows that at the end of the fiscal year 2015/16, 21.6 percent of the total population accounting for more than six million live below the poverty line (Ministry of Finance, n.d.) and struggle for subsistence. Most of the LMICs have budget less than two percent of the total gross domestic products. So, the government should not depend only on premium collection or the contribution amount from the people (Nosratnejad, Rashidian, & Dror, 2016) . According to Maslow, people fulfill their basic needs first. When their basic needs are fulfilled, they strive for other needs (Stoyanov, 2017) . In this context, people do not search for additional needs until their basic needs, such as food, shelter, and clothes are fulfilled. This means that people can hardly think about additional necessities if they do not meet their basic needs.
HI is a new phenomenon for Nepalese people. Nepalese people only recently have had some experience in health insurance (HI). The Government of Nepal (GoN) initiated HI as a Social Health Security programme in three districts, namely, Kailali, Baglung and Ilam in 2016 and further expanded recently to 30 more districts (Health Insurance Board, n.d.) . The United Mission to Nepal initiated the HI programme at Ashrang in 1976, which was known as Lalitpur Medical Insurance. Later, in 2000, B.P. Koirala Institute of Health Sciences had also offered hospital-based micro-social health insurance schemes for rural and urban households. However, those schemes could not be continued (KOICA -Nepal Health Insurance Support Project [NHISP] , 2014).
The GoN initiated a free health care policy for the ultra-poor, senior citizens, people wih disabilities and female community health volunteers at Primary Health Centres (PHC) and district hospitals since December, 2006 . As per the provision of the Interim Constitution of Nepal 2007, the GoN initiated a free-of-cost basic health service from sub-health posts (SHPs) and health posts (HPs) since 15
th January, 2008 . Similarly, essential health services were provided free of cost at PHCs since November, 2008 . Some 40 types of essential drugs and emergency services were made available at free of cost in the hospitals having fewer than 25 beds since January, 2009 (Prasai, 2013) . Apart from these, the GoN has also offered the reverse paying system (an incentive as travel cost for those who utilize the services) for natal care, uterine prolapse treatment, and some other services for special target groups. There are also provisions of subsidies for some heavily cost-needing cases, such as heart related diseases, cancer, kidney related diseases, spinal and head injuries, Alzheimer's disease, sickle cell anaemia as well as Parkinson's disease. Moreover, senior citizens above 75 years and children below 15 years can receive some subsidies including 70 kinds of medicines at free of cost as per the guidelines (Health Insurance Board, n.d.). More recently, the Constitution of Nepal 2015 has provision that basic health service as a fundamental right of the citizens (Nepal Law Commission, n.d.). As a result, the GoN has offered basic health services that includes some 70 types of drugs and medicines from the government health facilities free of cost (Health Insurance Board, n.d.).
A study in Nepal found that only one third (33.6%) of the households have an access to public hospitals or primary health centers within 30 minutes, while 61.8 percent households to SHP/HP and more than half (53.4%) households to private clinics/hospitals had an access within 30 minutes (Central Bureau of Statistics, 2011) . A recent study conducted in Kailali shows that 76 percent of households have an access to health facilities within half an hour. The study further shows that just over a quarter (28%) of households were satisfied with the services they received from the government health facilities whereas 56 percent of them were satisfied with the health services received from the private sector (KOICA-NHISP, 2014).
One study shows that, only four percent of the total households have participated in the HI scheme and only 11 percent households had knowledge about HI (Health Research and Social Development Forum [HERD], 2016) . It seems to be a big challenge for the implementation of the health insurance programme (HIP) since only 5.2 and 3.5 percent HHs have utilized health services from PHCs and government hospitals respectively even though they are provided free of cost. Similarly, the utilization of regular health services also appears weak. The rates of tetanus vaccination, 4 th ante-natal checkup and institutional delivery are 40, 59 and 50 percents respectively (Department of Health Services, 2018). The Health Insurance Board (HIB) is still unanswered whether the people can pay for the contribution amount of Nepalese Rupees (NRs.) 2500/-per year for up to 5-member family that covers up to NRs. 50,000/-per year (Health Insurance Board, n.d.) . This article aims to assess the respondents' willingness to pay (WTP) for health insurance (HI) in two pilot districts of Nepal.
Methods
A cross-sectional survey design was used in Kailali and Baglung from March to May in 2018. An interview schedule (IS) was used for data collection. The interview schedule was administrated face to face with the respondents during home visits. The sample size was calculated by using the formula below (Kothari, 2006) assuming fifty-fifty probability with a non-response rate of five percent.
By adjusting the non-response rate, the sample size of 405 was taken from the enrolled families and the same number of sample was taken from the non-enrolled family. Thus, the total sample 810, the sample was distributed proportionately; 566 (283+283) from Kailali and 244 (122+122) from Baglung as per Census data gjhs.ccsenet.org Global Journal of Health Science Vol. 10, No. 12; 2018 146 2011 (Central Bureau of Statistics, 2014) . This study included the households (HHs) enrolled in HIB, formerly known as Social Health Security Development Committee (SHSDC), before January 15 th 2018 as enrolled families whereas those insured from other than the HIB were excluded. The list of the enrolled households was obtained from HIB District Office Kailali and Baglung. The sample was selected randomly from the list of enrolled families and the nearest non-enrolled families was selected as non-enrolled households. In the case of the rejection to participate, the nearest households was selected. For the response, the household head or senior member of the family was interviewed and in the case of the absence or rejection to by him/her, another senior member available at the time of home visit was interviewed.
An ethical approval of the study was obtained from Nepal Health Research Council. Informed consent was taken from each respondent before the interview. The data were entered into the Statistical Package for Social Science [SPSS] version 20 and were cross-checked for reducing inconsistency or errors during the entry. For the analysis of the data, three kinds of analysis were conducted: univariate, bivariate; and multivariate. The independent continuous variables were converted into categorical and dichotomous characters for the t-test and the multivariate analysis.
Results
In this section, the results of the study are organized under four headings, namely, socio-demographic characteristics of households and respondents; WTP for HI; characteristics of households and respondents and WTP for HI; and coefficient of socio-demographic variables on WTP for HI.
Socio-Demographic Characteristics of the Households and the Respondents
A total of 810 household heads were interviewed. In the case of their absence or rejection to participate, another senior member of the household was interviewed. In the sample, Kailali consisted of approximately 70 percent and Baglung covered 30 percent of the total respondents. Of them 74 percent were from urban areas (municipalities) and about 26 percent were from rural areas (rural municipalities). Of these respondents, 51 percent were female. Similarly, 65 percent of them were household heads. About 60 percent respondents ranged in age from 20 to 40 years. The mean and SD and median and mode of the ages of the respondents were 39±13, 37, 35 years respectively. Of the respondents, about 44, 36, 10 and five percent were from the Aadibasis/Janajatis, Brahmans/Chhetris, Dalits and Others/Dasnamis/Thakuris respectively. More than 91 percent of the respondents were Hindus. As regards language, more than 58 percent of the respondents stated that their mother tongue was Nepali whereas 30 and eight percent of the respondents were Tharu and Doteli respectively. Agriculture, followed by service and business, was the main source of their income. Out of the total respondents about 93 percent were literate, with 29, 26 and 12 percent of them having completed basic education, school level education and higher education respectively. Fifty-nine percent of the respondents were from joint families. The average, median and mode of the family size were 5.6±1.9, five and five respectively, in which about 56, 42 and two percent households had up to five members, six to 10 members and more than 10 members respectively. According to the data, the households' highest expenditure was in education followed by clothes/utensils, health care, food and communication. More than half (51.2%) of the households were economically able for feeding their families. About 35 percent households had some kinds of chronic diseases in family members. Of them, more than one third (33.9%) had heart related problems followed by gastritis (25.7%), joints or bone related problems (22.1%), respiratory diseases (20.4%) and diabetes (17.9%).
The average duration of the HI enrollment was 14±6 months, and it was more than a year since more than half (51.6%) of the them had enrolled in HI. About half (47.7 %) of the respondents were informed about HI from the radio/FM whereas only 38.3 percent of the respondents had received HI related information from television. More than three fourth (76 and 75.4 %) of the respondents had the radio/FM and television respectively at their homes and 14.2 percent of them had the internet access. Nearly half (48%) of the respondents expressed that they were susceptible to health problems. The mean and median for time to reach health facilities for them were 30±22 and 30 minutes respectively whereas 72.2 percent of the respondents reported that they could visit health facilities within half an hour. More than 30 percent of the respondents expressed that a minimum of one of their family members was aboard at the time of the interview. The demographic characteristics of the respondents and households are presented in Table 1 . 
Willingness to Pay for Health Insurance
It can be assumed that the respondents' WTP depends upon their socio-demographic characteristics and satisfaction from the services made available to them (Thi Thuy Nga, FitzGerald, & Dunne, 2018) . In this study, the respondents were asked how much they wanted to pay a year per person if the HIP covers all the health services available in the country. In response, more than one fourth (26%) of the respondents reported that they could pay up to 500/-Nepalese Rupees (NRs.) for HI which was less or equivalent to the current contribution amount (CCA) for enrollment. Yet, nearly half of the respondents (49%) expressed that they could pay up to NRs. 1500 for HI which was more than the CCA but less or equivalent to the average amount of the respondents' willingness. One fourth (25.2%) of them replied that they could pay more than NRs. 1500, which was nearly three times as much as the CCA. As per the current provision of HIB, a family up to 5 members has to pay NRs. 2500 per year that covers up to NRs. 50,000 of the health care cost. For an additional member of a family they should pay an extra NRs. 425 covering an additional NRs. 10,000 per person and the programme covers a maximum NRs. 100,000 per year (Health Insurance Board, n.d.). District Assessment for HI in Kailali District shows that a total of NRs. 6,023.5 was paid on the average as a treatment cost during the latest health facility visit seeking health care while the highest expenditure (27.8%) was in pharmacy (KOICA-NHISP, 2014). The data show that 74 percent of the households wanted to pay more than the CCA offered by HIB, and the respondents wanted to pay nearly three times more on the average than the CCA if all health services were available to them (Table 2) .
Characteristics of the Respondents/Households and Willingness to Pay for Health Insurance
It is found that different socio-demographic characteristics bring differences in the WTP for HI. More than four fifth (84.4%) of the respondents from Baglung wanted to pay more than the CCA compared to Kailali (69%) and the respondents from Baglung had higher WTP compared to Kailali, that is NRs.1977.6 and 1191.8 respectively (p<0.001). Similarly, the households from rural areas had more WTP than those from the urban areas, which accounts for 79.5 and 72 percent respectively. In the same way, the male respondents who were household heads had higher WTP compared to the female. WTP for HI was higher in the male respondents (NRs. 1610) than that of the female (NRs. 1255) (p<0.01). Interestingly, the higher the age the higher WTP for HI had been found. Respondents aged more than 60 years had higher WTP for HI. Similarly, households from the Other castes had more WTP for HI compared to Aadibasis/Janajatis whereas households belonging to Brahmans/Chhetris had more WTP than the other castes. In the case of religion, non-Hindu households had a higher chance to pay for HI. The data shows that the Nepali native speakers had chances to pay a greater amounts (NRs.1617) compared to other language speakers (NRs.1166) (p<0.001). Literate families had higher chances to pay high amounts than the illiterate ones. The respondents having a higher educational status seemed to have higher amounts (NRs. 1798) of WTP for HI compared to those with a lower educational status (p<0.05). Similarly, WTP seemed higher in nuclear families than joint families. The rich households wanted to pay more (NRs 1638 vs. NRs. 1221) in comparison to poor families (p<0.001). The households that economically sustained for feeding had more willingness for HI than households that were unable to feed themselves throughout the year. The households having chronic diseases had higher chances to pay higher amounts for HI (p<0.05). Note. Significant at *p<0.05, **p<0.01, ***p<0.001
Similarly, households having more than 12 to 18 months' experience of the enrollment had higher chances of WTP than those having experience less than one year and more than 18 months of the enrollment (p<0.01). People who were enrolled in HIP had higher chances to pay than the non-enrolled (p<0.001). Households that renewed the enrollment of HI reported a greater amount of WTP for HI (p<0.05). The respondents having knowledge about HI seemed to have more WTP compared to those who were unknown about HI (p<0.01). Those who listened to the Radio/FM had more WTP (NRs 1570 vs NRs 1300) than the non-listeners (p<0.05). The respondents who watched television and knew about HI information had higher WTP (1656 vs 1288) than those who did not (p<0.01). Families who considered susceptible (self-reported) to diseases had higher WTP than the non-susceptible. The households having an access to health facilities within 30 minutes had more WTP (1510 vs 1217) than those having an access to health facilities accessible in more than 30 minutes (p<0.01). The data also shows households having family members aboard had more WTP (1584) than those who did not (1361). Moreover, the data show that different characteristics of households as well as personal attributes influenced the WTP for HI. In short, the WTP for HI depends on different socio-demographic characteristics and education of the respondents and households (Table 3) .
Coefficient of Socio-Demographic Variables on Willingness to Pay for Health Insurance
Socio-demographic factors are strong predictors for WTP for HI (Thi Thuy Nga et al., 2018) . The multivariate analysis found that geography (district), sex of the respondents, age group of the respondents, household headship, caste/ethnicity, enrollment in HI and an access to health facilities were significant predictors for WTP for HI. The households form Kailali had lower chances (negative) of WTP for HI than those from Baglung (β= -0.178, p<0.001). Rural households tended to have higher chances to pay for HI but not statistically significant ((β= 0.067) whereas female respondents had significantly low WTP for HI (β= -0.076, p<0.05). The data showed significant but negative effects on age group of less than 37 years compared to equal or more than 37 years (β= -0.090, p<0.05). Household headship was another significant forecaster for WTP. A chance of a positive effect on WTP for HI (β= 0.078, p<0.05) was observed if the respondent him/herself was the household head. The Aadibasis/Janajatis appeared more positive on WTP for HI (β= 0.108, p<0.05) in comparison to other castes. The households enrolled in HI appeared to be a positive and significant predictor for WTP. The data show that the enrolled households had more WTP than the non-enrolled households (β= 0.110, p<0.01). Similarly, the households having an access to health facilities within half an hour were likely to pay more WTP than those having that more than half an hour (β= 0.091, p<0.05). Variables such as religion, mother tongue, listening to/watching HI related information form Radio/FM and television, susceptibility to health problems, and having family members aboard stand out as the positive predictors for WTP, not statistically significant. Interestingly literacy, family type, family size, income covering to food, knowledge on HI; and susceptibility to health problems were likely to yield lower WTP for HI. Table 4 reveals the result of the coefficient of socio-demographic characteristics of the respondents and households and WTP for HI.
Discussion
Nepal's health care system needs reforms in efficiency of health facilities, motivation of health workers, and availability of drugs. Likewise, timely and prompt care of patients lead to quality of service and ultimately that leads to family enrollment in HI (Mishra, Khanal, Karki, Kallestrup, & Enemark, 2015) . WTP for HI mainly depends upon three factors: households' ability to pay, access to health facilities and quality of health services available to them (Ramadhan, Rahmadi, & Djuhaeni, 2015) . Health services require a sufficient budget for its quality maintenance. Many countries have allocated limited budgets for health (Shimamura, Matsushima, Yamada, & Nguyen, 2018) . LMICs cannot allocate a sufficient budget for the health sector and fail to meet the demands of people for health services. Some studies suggest that government's efforts alone may not be sufficient to overcome health problems. So, the informal sectors should be operated for HI (Bärnighausen, Liu, Zhang, & Sauerborn, 2007) . In Nepal, the current provision for the enrollment in HI is about NRs. 500 per person (2500 for up to a 5-member family) per year. It is found that the respondents have nearly three times higher affordability than the CCA on the average. The greater coverage of health services leads to more willingness to pay (Lang & Lai, 2008) . geography (districts), sex, household headship, native language, wealth status, presence of chronic diseases in the family, enrollment in HIP, knowledge regarding HI, exposure to the media: the Radio/FM or TV and an easy access to health facilities (within half an hour). Another study from Malaysia shows a similar result that the WTP for HI was influenced by caste, level of education, household's wealth status and presence of chronic diseases in the family (Shafie & Hassali, 2013) . Similarly, a study in Nigeria reveals that the WTP was influenced by the stakeholders' age, sex, education, family size, income and past experience related to health expenditure (Babatunde et al., 2012) . On the other hand, there were mean differences but not significant for WTP for HI among the participants in terms of residence, living in rural or urban areas, age, religion, type of family, family size, feeling of being susceptible to the health problems and family members working aboard. However, a study in Bangladesh shows that households from urban area had more WTP in comparison to the rural area (Ahmed et al., 2016) .
In this study, more than a quarter (28%) respondents expressed that they were unaware about HI. Similarly, more than half (52%) of the respondents informed that they were not susceptible to health problems. A study in Taiwan claims that women and senior citizen were less likely to pay for health protection (Lang & Lai, 2008) . A study in Punjab (India) shows that the low level of awareness seems barriers to the subscription of HI policy, and age, sex, occupation and income played significant differences in the subscription of HI and WTP as well (Bawa & Ruchita, 2011) . However, a study in Indonesia shows that more than half (57.6%) of the participants were able to pay the required amount whereas only 17.4 percent of the respondents showed their willingness to pay for the required amount. So, it does not mean that more or less of WTP only depend on the ability of the stakeholders to pay for HI (Ramadhan et al., 2015) . A systematic review of WTP for HI in LMICs shows that there was a neutral effect of marital status and families having children under five years on WTP, whereas the male and a large family size had a positive relationship with WTP but older age people were less likely to pay more for HI. Similarly, the income level and the level of education, employment status and the rural residence had a positive relationship with WTP. The distance to health facilities had a negative relationship. The past hospitalization experiences and the experiences of enrolling in HI were likely to yield higher WTP for HI (Nosratnejad et al., 2016) . Nguyen and Hoang (2017) found that the knowledge on HI and chronic diseases in the family had a positive relationship to pay. The study suggested conducting awareness on HI that contributes to high WTP for HI. Similar suggestions were proposed by Ghosh (2013) , Lofgren et al. (2008) and Bawa and Ruchita (2011) .
Conclusion
HI is a recently lunched government service for the Nepalese people. The findings indicate that the number of people who know about HI is increasing although nearly one-third of the household heads or senior members of the families still do not know about it. It indicates that appropriate interventions are necessary for raising awareness about HI. The study shows that WTP for HI is determined by socio-demographic variables. There were nearly similar results in both bivariate and multivariate analyses. Some variables, such as district, sex, household headship, enrollment in HI; and access to health facility were the key influencing factors for WTP, which were statistically significant in both bivariate and multivariate analyses, whereas native language, wealth status, households having chronic diseases, access to the Radio/FM and television had significant influence on WTP resulted from the bivariate analysis. Some other variables made differences in willingness to pay for financial protection for health, but were not statistically significant. Therefore, appropriate interventions are needed for raising individuals' and households' awareness about HI as well as quality of health services that may increase the WTP for health insurance.
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